Degenerative pleomorphic adenoma of the nasal cavity  by Yazibene, Y. et al.
European Annals of Otorhinolaryngology, Head and Neck diseases (2011) 128, 37—40
CLINICAL COMMENTARY
Degenerative pleomorphic adenoma
of the nasal cavity
Y. Yazibenea,∗, N. Ait-Mesbaha, S. Kalafatea, N. Yahi-Ait Mesbaha,
A. Abdennebib, H. Bouzidb, K. Kalemb
a Service ORL et CCF, hôpital Bachir Mentouri, 16208 Kouba, Algiers, Algeria
b Service d’anatomo-pathologie, hôpital Parnet, Algiers, Algeria
Available online 23 December 2010
KEYWORDS
Nasal cavity;
Pleomorphic
adenoma;
Bone lysis;
Malignant
degeneration;
Summary
Introduction: Malignant salivary gland tumor usually involves the parotid gland. Although
unusual locations have been reported for such tumors, we here report an extremely rare case
of nasal location in a salivary gland adenoma with malignant transformation.
Observation: A 65-year-old man with diabetes and hypertension presented with left nasosinal
tumefaction causing nasal obstruction with slow evolution and recent onset of epistaxis and
slight telecanthus. CT, MRI and nasosinal bone biopsy were performed. Treatment was by surgicalParalateronasal exeresis on an external approach.
Conclusion: Malignant transformation of a pleomorphic adenoma with nasal location is
extremely rare and little described in the literature. Imaging found strong signs of malignancy,
conﬁrmed on histology. Surgical exeresis was the only effective treatment option.
© 2010 Elsevier Masson SAS. All rights reserved.
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aIntroduction
Pleomorphic adenoma is a mixed, usually benign, tumor of
the main salivary glands (60 to 70% parotid) [1]. Malignant
degeneration is rare (1 to 5% of cases). The literature clas-
sically describes sinonasal locations (some hundred cases)
and malignant transformation in this case is extremely rare.
 This study was presented as a poster and received an award
for the best poster in rhinology, at the SFORL congress of October
16—18, 2010).
∗ Corresponding author.
E-mail address: yyazibene@yahoo.fr (Y. Yazibene).
t
e
i
O
A
p
g
t
s
1879-7296/$ – see front matter © 2010 Elsevier Masson SAS. All rights re
doi:10.1016/j.anorl.2010.09.006This carcinoma of salivary origin is one of the malignant
eoplasms that affect the nasosinal system and constitute
bout 15% of malignant tumors of the upper aerodigestive
ract. The most frequent histological type develops on a pre-
xisting adenoma; glandular forms are much rarer (4 to 8%
n this location) [1].
bservation65-year-old man with type-2 diabetes and hypertension
resented with left nasal obstruction of several years’ pro-
ressive evolution, with recent onset of tumefaction facing
he ala of the nose, slight ﬁlling of the nasogenian fold and
light telecanthus. The patient also reported slight anterior
served.
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sigure 1 Tumefaction facing the wing of the nose and left
asogenian area, with broad nasal root.pistaxis on forced nose-blowing, with ipsilateral lacrima-
ion (Fig. 1).
Anterior rhinoscopy found the left nasal cavity com-
letely obstructed by the swelling of the lateral wall,
t
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igure 2 Nasosinal bone imaging. Axial and coronal CT slices (2a
asosinal aspect, with extension to the ethmoid and lysis of the papy
RI: hyposignal in T1 and hypersignal in gadolinium-enhanced T1; a:
oft tissue invasion; d: MRI: T1-weighted sequence; e: MRI: gadoliniY. Yazibene et al.
hich could not be penetrated by the rigid endoscope,
ith apparently healthy covering mucosa. The contralateral
asal cavity was reduced by the septal deviation caused by
he tumor. The nasopharynx was healthy and no cervical
denopathy was detected. The rest of the somatic exam-
nation was normal.
The contents of the left nasal cavity could be explored
nly on CT and MRI imaging. CT found a 54× 33× 45mm
eterogeneous left nasosinal tumoral process of tissular
ensity, enhanced on contrast medium injection, begin-
ing at the lateral wall, rupturing the medial and anterior
alls of the ipsilateral maxillary sinus and extending
o the anterior ipsilateral ethmoid, with lysis of the
rbital ﬂoor and invasion of the alar and nasogenian soft
issue.
MRI found a heterogeneous tissular mass exhibiting
yposignal on T1-weighted images and hypersignal on
adolinium-enhanced T1 images, with the same locoregional
xtension as observed on CT (Fig. 2).
After transmucosal biopsy of this mass, histology found a
leomorphic adenoma-type mixed salivary gland tumor.
We suggested surgical exeresis to the patient, using an
xternal approach (paralateronasal rhinotomy) given the
upture of the subcutaneous soft tissue.
The tumor appeared as a whitish-gray mass, par-
ially encapsulated, of cartilaginous consistency facilitating
rogressive dissection, with an ethmoid extension and inﬁl-
ration of entire lateral wall of the left nasal cavity which
ould be almost entirely removed. Bone lysis was observed
n the rising maxillary branch and anterior part of the ipsi-
ateral ethmoid.
, 2b and 2c), with and without contrast medium: tissular left
raceous lamina and ipsilateral nasogenian soft tissue (arrows).
CT: coronal slice; b: CT: axial slice; c: CT axial slice: nasogenian
um-enhanced T1 sequence.
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atoFigure 3 Histology, showing tumoral proliferation with carc
abnormalities and cell polarity loss; b: HE staining, ×20: vascula
differentiated glandular proliferation (light green) and carcinom
Final histological inspection of the surgical specimen indi-
cated glandular and myoepithelial tumoral proliferation in a
hyaline stroma, suggesting salivary adenoma, with multiple
carcinomatous transformation sites (Fig. 3). The resection
borders were non-inﬁltrated.
c
d
Figure 4 Control CT (at 1 month after surgical removing), axial (b
lateral wall and ipsilateral anterior ethmoid.atous transformation sites; a: HE staining, ×40: cytonuclear
asion; c: Trichrome staining, ×20: note transition area between
us area (bright red), with bone inﬁltration (dark green).
Postoperative course was simple and without notable
omplications. Discharge was on day 8.
Endoscopic control at 1 month found scar-tissue without
etectable tumoral residue.
CT control showed satisfactory tumor resection (Fig. 4).
and c), coronal (a): resection including almost the whole left
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At 8 months’ follow-up, there were no signs of recur-
ence.
iscussion
he parotid gland is the main site of mixed salivary gland
umor (80%) [2,3]. Accessory salivary gland locations have
lso been reported (lacrimal glands and superior aerodiges-
ive tract).
Malignant neoplasm involving the accessory salivary
lands constitutes 2 to 3.5% of nasal and paranasal cavity
ancers; there have been few publications, with only three
ases of malignant nasosinal tumor reported [1].
Histology usually ﬁnds malignant degeneration of a
re-existing pleomorphic adenoma into poorly or non-
ifferentiated adenocarcinoma after several years’ evolu-
ion. Other varieties are classically reported: epidermoid
arcinoma, cystic adenoid carcinoma, metastatic tumor,
tc.
Initial symptomatology may be mild: mere nasal obstruc-
ion. Onset of nosebleed, facial pain, orbital complications
r dysmorphosis are the warning signs alerting the physician
o possible malignancy.
CT is the key examination in the radiological exploration
f malignant facial bone processes in general. An aspect of
one lysis is an indirect sign of malignancy.
MRI is also very contributive. In the present case, it
ound a tissular aspect, with hyposignal in T1 sequences
nd hypersignal in T2: this is a classic radiologic feature of
leomorphic adenoma [4]. The presence of bone lysis and
xtra-sinus extension, however, rather pointed to carcino-
atous aggression, suggestive of malignant degeneration of
pre-existing adenoma.
Other etiologies may be worth considering, depending on
he clinical and radiological context: primitive nasal cavity
ancer, T lymphoma, malignant nasal melanoma, neuroes-
hesioblastoma, etc. These cancers are notorious for their
ggressive potential and rapid evolution.
Histopathology with immunomarking is the only exami-
ation able to provide deﬁnite diagnosis, and to specify the
istologic tumor subtype [5].
Treatment is surgical, and should be oncologically
ffective (large-scale exeresis). Complementary radiation
herapy may be associated in case of incomplete exeresis
6—8]. Data on chemotherapy are insufﬁcient, due to the
mall number of cases.
An external approach provides optimal visualization of
uch malignancies extending beyond the nasosinal cavities.
ther surgical approaches, and notably endoscopy, are fea-
ible only for small localized tumors.
[Y. Yazibene et al.
Prognosis depends on stage of evolution, histologic type
nd persistence of carcinomatous aggression: either per-
istent micro-sites or incomplete resection, leading to
ocoregional recurrence and remote metastasis.
Overall 5- and 10-year survival is 40 and 24% respectively
1,9].
onclusion
alignant degeneration of a salivary adenoma with nasal
ocation is a very rare clinical and nosological entity. Extra-
inus extension with bone lysis is the radiologic sign of
alignancy.
The sole effective treatment is radical surgical exeresis.
n external approach is to be preferred, providing better
ontrol of locoregional extension.
Prognosis is reserved and depends basically on histologic
ype, stage of evolution and quality of management.
onﬂict of interest statement
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